Objectives: For an interprofessional approach to shared decision making (IP-SDM), two or more professionals collaborate with patient in identifying best options, clarifying patient preferences and enabling patients to take more control over treatment plan. High-quality and cost-effective healthcare service are seen as two key elements in interprofessional care and the engagement of patients as partners in their own care. However, the high cost, time consuming and poor efficiency of IP-SDM model makes that IP-SDM is not routinely implemented in clinical practice and effective.Clinical Risk Management System(CRMS) is an approach to identify the clinical risk for inhospital patients and relocates the medical resource to the high-risk patients. CRMS-based IP-SDM model can be implemented in general hospital systemically and efficiently. However, little is known about the satisfaction of the medical professionals while implementing CRMSbased IP-SDM systemically in a general hospital. Methods: We evaluated the healthcare professionals, patients and their families who engaged in CRMS-based IP-SDM since 2011 to 2013. A total 153 doctors and nurses and 341 patients and their families completed a questionnaire based on the theory of satisfaction. The performance information of hospital also was collected since 2010 to 2013 to compare the related factors before and after implementing CRMS-based IP-SDM. Results: Since 2010 to 2013, the number of admitted patients increased 9.7% and Case-Mixed Index for disease severity is no difference. After implementing CRMS-based IP-SDM, the medical malpractice cases reduced 74%. To engage in medical care team and participate clinical decision discussion get the highest scores in patients' and families' satisfaction evaluation. To improve the communication among medical professionals, to resolve the clinical problems efficiency, and to improve patients safety in practical way was more concerned in healthcare professionals.
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Conclusion: Implementing CRMS-based IP-SDM in general hospital can create a more safe, cost-effective and medical professionals satisfied environment. The cooperation among medical professionals and the engagement of patients as partners need to be supported by a new medical care system which can balance the care quality, hospital performance and patient safety. References 
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Objectives: The e-MIS project is a multi-partner initiative to support the Ministry Of Health and Family Welfare (MOH&FW) in Bangladesh to design and pilot an automated health information system. As part of this system, we developed and tested automated e-registers for the service providers at the peripheral level health facilities, called Union Health and Family Welfare Centers (UH&FWC). The services provided in the UH&FWC were previously recorded in~24 paper based registers, which had many challenges such as reporting delay, inconsistent record format, duplication of data between various agencies and absence of mechanisms to monitor timeliness and quality of service. The objective of the e-MIS initiative is to establish an individual clientbased tracking system along the continuum of care, which also allows monitoring of the quality and timeliness of services.
Methods: We designed and tested electronic registers for health workers at the community and facility levels, linking individual client records using a population registry and unique health identification numbers. The registers related to maternal and newborn care (MNC) services were converted into e-registers using an Android application on computer Tablets (TAB). After the initial testing, the e-registers are scaled up in 68 UH&FWCs of Habiganj district, covering a population base of~2.7 million. The data recorded is accessible through internet cloud ensuring the continuum of care and allow supportive supervision to improve service quality. The e-MIS system links routine data, builds the electronic health records and uses the dashboard monitors focusing on the quality of care. The e-registers and dashboard allows individual client-based tracking of all MNC services, including the adherence to the minimum clinical standards for each of the services provided at each encounter with the provider, compared to the aggregate based reporting in the paper-based record-keeping and reporting system.
Results:
We analyzed a total of 15,320 ANC contacts that were recorded in the e-registers in Habiganj district from November 2016 to January 2017 for adherence to minimum standards of quality of antenatal care services. We observed 100 instances where the pregnant mother's blood pressure (BP) was higher than 140/90, indicating possibility of preeclampsia/eclampsia. In 80% cases the BP was more than 160/100. Even though the national guidelines requires immediate referral of such cases to the next level facility, only 34% of cases were referred. In 6% cases, albumin was present in urine, but yet the mother was not referred. The e-MIS dashboard developed for the first level supervisor identifies such deviations and allow immediate corrective actions with the service provider to improve adherence to the standard guidelines and protocols. In e-register a Decision Support System (DSS) is also being built that will notify the provider of the potential risks and remind them for timely referral.
Conclusion:
The e-MIS initiative has helped service providers and supervisors to link routine service data to service quality, timeliness and adherence to protocols and minimum standards. It is also improving individual client-based tracking to ensure care along the continuum. The initiative provides useful insights for countries seeking innovative solutions for measurement and monitoring of quality of care through routine information systems and for developing fully automated health information systems in low-resource and complex service delivery settings. Objectives: Paediatric inpatients are particularly vulnerable to medication-related harm. Virtually no research on weekend medication practices has been published. The aim of this study was to compare nurses' medication administration practices during the weekend with those on weekdays to identify implications for practice. Methods: We undertook a direct observational study of 227 nurses as they prepared and administered medications across 8 wards in a major Australian paediatric hospital between April and June 2016. Following informed consent, trained observers recorded all details of drugs administered to patients using a handheld tablet with specially designed data collection software (POSSUM -precise observation system for the safe use of medicines 1 ). Nurses' compliance with procedures, such as checking a patient's identification (ID), as well as interruptions to nurses (defined as ceasing a medication task in response to external stimuli not related to the medication task underway), and multi-tasking (e.g. conducting two tasks in parallel) were recorded. Observations were conducted between 7:00 and 21:00. Results: In total 1676 medication doses during the week and 471 on the weekend were observed (total 2147 administrations to 781 individual patients). Analgesics (24%) and antibacterials (16%) accounted for 40% of all administered drugs. Analgesics were more likely to be observed being administered during the week compared to at the weekend (respectively 25% 
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Conclusion:
Compliance with core medication safety procedures did not significantly differ between weekends and weekdays. However, there was considerable variation between wards which persisted across both time periods suggesting that safety compliance may be a reflection of ward culture. For nearly 40% of drugs administered to children, correct ID checks were not performed. This represents a significant hazard for children in hospital. The lower rate of interruptions during the weekend should reduce the risk of errors shown to be associated with interruptions. 2 The variance in the use of analgesics and antibacterials on weekends versus weekdays is worthy of further investigation. The next stage of this research is to compare medication error rates on the weekend with weekdays.
